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Message from the Regional Director 


The World Health Organization 
launched its Making Pregnancy 
Safer initiative in 1999 specifi- 
cally to support Member Coun- 
tries to accelerate the reduction 
of prevailing high maternal and 
perinatal mortality and morbid- 
ity. ‘Making Pregnancy Safer’ is 
an important component of the 
worldwide Safe Motherhood Ini- 
tiative. WHO's contribution in 
this area will focus on what the health sector, 
working in collaboration with other partners 
and sectors, can do to ensure that all preg- 
nancies are wanted, that women can go safely 
through pregnancy and childbirth, and that in- 
fants are born alive and healthy. 


The MPS initiative aims to contribute to 
achieving the globally agreed targets; to 
reduce maternal mortality from the 1990 level 
by at least 75% by the year 2015; to have 80% 
of childbirth assisted by skilled attendants by 
2005, and to reduce the infant mortality rate to 
below 35 per 1000 live births by the year 2015. 


This document describes the practical actions 
that can be taken by men, women, civil society, 
donors and governments in developing 
countries towards the fulfillment of the global 
targets for reducing maternal and perinatal 
mortality. 


In the South-East Asia Region, pregnancy- 
related deaths constitute the leading cause of 


loss of healthy lives among 
women of reproductive age. 
This Region alone accounts for 
40% of the over 500,000 
annual maternal deaths 
occurring worldwide, mostly in 
developing countries. Safe and 
affordable technologies to 
prevent such death exist. But 
they are not yet available to all 
women in need. In this regard, 
the Member States of the South-East Asia 
Region expressed their concern and adopted 
a resolution at the 53rd Session of the 
Regional Committee for South-East Asia held 
in New Delhi in September 2000. The 
resolution emphasizes among others, the need 
to incorporate the national strategy for 
reduction of maternal mortality and morbidity 
as an important element of health sector 
reform. 


The Making Pregnancy Safer initiative offers a 
practical health sector strategy in partnership 
for promoting universal access so that none 
in need is barred from life-saving obstetric care 
and newborn care. 


Let us, therefore, all work together to make 
the Making Pregnancy Safer initiative a 
success; to ensure the right to life for hundreds 
of thousands of women and their newborn 
babies, particularly the poor and the 
marginalized. 


Dr Uton Muchtar Rafei 


Introduction to the 


‘Making Pregnancy Safer’ initiative 


Each year around 210 million women become pregnant 
around the world. More than 20 million women 
experience ill-health as a result of pregnancy; for some 
the suffering is permanent. The lives of eight million 
women are threatened, and more than 500000 women 
are estimated to have died in 1995 as a result of causes 
related to pregnancy and childbirth. 


Women from the world’s poorest households (income 
of less than US$1 a day) are at least 300 times more 
likely to suffer in this way than those who are better off. 
Particularly in countries undergoing complex 
emergencies very high maternal mortality ratios are a 
fairly consistent finding that can continue for decades. 


There is an urgent need to address the problem of 
all maternal deaths during pregnancy and childbirth 
in the South-East Asia Region, which are currently 
estimated at 240000. (Figure 1). 


Quality maternal care is also important in preventing 
newborn deaths and morbidity. Over three million 
newborns die within the first week of life; in addition, 
more than three million babies are born dead. 


Most of this suffering and death is preventable through 
actions by countries that are effective within local 
settings and are affordable even when resources for 
health care are seriously limited. Though worldwide 
progress has been limited, in some countries intense 


efforts during the last 10-12 years have led to significant 
improvements. 


_ Addressing the complex challenge of maternal 
and newborn deaths and morbidity requires 
a fully functioning health care services that give 
a high priority to pregnancies and their 
: outcomes. Besides this, interventions are 
_ needed at the community and policy levels to 
ensure that pregnancies are wanted and that 
- women have access to the care they need 
when they need it. Even in countries 

undergoing serious instability and crises, 
organizations including WHO have the responsibility 
of at least providing technical guidance on best 
practices to make pregnancy safer. Particular attention 
must be paid to situations of armed conflict where rape 
is becoming increasingly common, and unwanted 
pregnancies are more likely to occur. 


Countries are struggling with health sector reform and 
other health system changes necessitated by fiscal 
constraints, growth of the private sector and 
deteriorating quality in the public and private sectors. 
These changes have an impact on the development, 
use and delivery of services (including services that 
contribute to making pregnancy safer), especially to 
the disadvantaged populations. 


WHO is currently providing technical support and advice 
to anumber of countries in relation to the health reform 
process. Within this process, special attention is being 
given to policy formulation, health financing and cost- 
effectiveness, human resource development (including 
training, deployment and retention), access to drugs, 
strengthening national and global surveillance and 
health information systems. The endeavour 
encompasses strengthening of health services at 
district, local and community levels to enable them to 
expand, intensify and adequately manage their 
response to maternal and perinatal morbidity and 
mortality reduction. 


Key indicators of the success of this initiative will 
include: (i) reduction of unwanted pregnancies and 
unsafe abortions; (ii) implementation of best practices 
in the care of pregnant women: (iii) increase in the 
proportion of pregnant women assisted by a skilled 
attendant at birth backed up by an efficient referral 
system; (iv) reduction in neonatal mortality and stillbirth 
rates, and (v) the prompt establishment of and access 
to properly equipped and staffed referral facilities in 
places which handle complex emergencies. 


At the ICPD+5 review of the implementation of the 
Programme of Action, governments worldwide 
agreed that: 


® skilled attendants should be present at 80% of all 
births globally, by the year 2005; 


@ the earlier goal of a 75% reduction from the 1990 
level in pregnancy-related mortality must be realised 
by the year 2015; 


@ areas of high maternal mortality should aim for at 
least 40% of all births to be assisted by skilled 
attendants by the year 2005, and 


the numbers attended by skilled attendants should 
be at least 50% by 2010, and grow to 60% by 2015. 


Currently, half the women in the developing world do 
not have access to such care. 


Figure 1 


For the purpose of the Making Pregnancy Safer 
initiative a skilled attendant will be defined as a 
person with midwifery skills who: 


A) @ must be able to give the necessary 
Supervision, care and advice to women 
during pregnancy, labour and the postpartum 
period; 
® must be able to conduct deliveries on 
her/his own responsibility and to care for the 
mother and newborn; this care includes 
preventive measures and the detection and 
appropriate referral of abnormal conditions 
in the mother and newborn; 


® must be able to provide emergency 
measures as needed, for instance post- 
abortion care, and 


® must be able to provide health 
counselling and education for the woman, 
her family and community; 


B) @ may practise in hospitals, clinics, health 
units, domiciliary conditions or in any other 
service setting; 


C) @ has acquired the requisite qualifications 
to be registered and/or legally licensed to 
practise (national requirements on training 
and licensing vary and are country-specific). 


MATERNAL MORTALITY RATIO (MMR) 
SEAR COUNTRIES, 1995 


SEAR 


o~ 
n 
<= 
cal 
_ 
2 
® 
Ee 
o 
Oo 
= 
[=] 
o 
i) 
— 
= 
D 
a. 
— 
oc 
= 
= 


Thailand Sri Lanka Myanmar Maldives 


q <9) oa 


Bhutan Bangladesh Indonesia India Nepal 


Making Pregnancy Safer builds on the 


Safe Motherhood Initiative 


The Safe Motherhood Initiative 
emerged as a powerful campaign for 
women’s health. It highlighted the 
potential for improved care for 


The Initiative has supported evidence-based 
practices and contributed to the Joint WHO/ 
UNFPA/UNICEF/World Bank Statement on 
Reduction of Maternal Mortality which is now 
the basis for consensus on: 


pregnant women and better functioning 


health services to reduce the burden 


of maternal and newborn ill-health. 


The Safe Motherhood Initiative has given much greater 
visibility to the hidden inequity of maternal ill-health. 
The Initiative was launched in 1987 by WHO, UNICEF, 
UNFPA, The World Bank and other organizations 
directly concerned with maternal health. Its starting 
point was the potential for improved care for pregnant 
women, and better functioning health services to reduce 
maternal ill-health. The Initiative has spearheaded 
advocacy and brought maternal mortality to the 
international public health agenda. 


The Safe Motherhood Initiative mobilized resources, 
identified the individual and societal costs of maternal 
deaths, and highlighted the human rights perspective. 
lt also increased awareness among governments, 
international agencies, donors, nongovernmental 
Organizations and professional associations about 
maternal mortality. 


® prevention and management of unwanted 
pregnancy and unsafe abortion; 


_ @ the need for every woman to have skilled 
care in pregnancy and childbirth, and 


@ the importance of access to referral care when 
complications arise. 


The Safe Motherhood Initiative has, thus emerged as 
a powerful campaign for women’s health. Concurrently, 
child survival programmes have reduced the overall 
infant mortality, especially in the postnatal period. 
However, HIV/AIDS is reversing these gains in several 
countries where the epidemic is most advanced. 


Lessons learnt from the Safe Motherhood Initiative 


In spite of all efforts, maternal and neonatal deaths 
and morbidity and stillbirth rates have remained high. 
The reasons vary by country and region but generally 
reflect a combination of interrelated factors. The Safe 
Motherhood Technical Consultation held in Colombo, 
Sri Lanka, in 1997, ten years after the start of the Safe 
Motherhood Initiative, cited some key factors: 


® Lack of clearly defined priorities and inclusion 
of interventions in safe motherhood 
programmes that were not always the most 
focused and effective. 


® When the Initiative was launched, information was 
inadequate on the interventions most likely to have 
a significant and immediate impact on reducing 
maternal mortality. 


® Some Safe Motherhood strategies took too broad an 
approach, giving equal emphasis to raising women’s 
Status, improving family planning, strengthening basic 


maternal health services, and expanding emergency 
care. This resulted in programmes that were too 
ambitious and expensive for many governments and 
donors to implement. 


® Programmes that specifically focused on maternal 
health services were also not always strategically 
sound ( research findings later proved some of the 
Strategies recommended during the 1987 Safe 
Motherhood Conference to be ineffective). These 
included risk-screening during antenatal care, and 
large-scale training of traditional birth attendants. 


@ Omission of some interventions known to be effective, 
such as the management of abortion complications 
from safe motherhood programmes, largely due to 
political sensitivity about the issue. 


@ Finally, technical and programming guidelines, training 
curricula, and other resources to guide effective 
programmes were not made widely available. 


® |nadequate political commitment and resources.- 
While financial investments in safe motherhood 
programmes have increased dramatically over the 
past ten years, they have remained far below the 
levels required for significant change. 


Figure 2 


® Lack of awareness and commitment among both 
donor and government decision-makers have 
contributed to the problem, as well as a lack of a 
clear high-level commitment to a joint programme 
of action by the United Nations agencies. 


Within WHO also, key departments were not 
sufficiently coordinated, especially those with the 
expertise to reduce maternal and neonatal deaths 
and morbidity, e.g. blood safety, infection control 
and health systems. 


@ At the country level, economic difficulties, heavy 
indebtment and structural adjustment 
programmes frequently aggravated the already 
precarious situation of the health care system. 


@ Finally, until recently the Safe Motherhood 
Initiative paid inadequate attention to reducing 
the risk of HIV/AIDS infection among women and 
their babies as well as to the management of 
HIV-infected women and their newborns. 


Making Pregnancy Safer Initiative is a significant 
component of the Safe Motherhood Initiative that will 
be implemented within its framework to ensure that 
all pregnancies are wanted, that women can go safely 
through pregnancy and childbirth, and that infants 
are born alive and healthy. (Figure 2) 


PF Safe Motherhood 


Initiative 
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The causes of maternal and perinatal 


morbidity and mortality 


The causes of high maternal and 
perinatal morbidity and mortality are 
known. The means to prevent 
complications during pregnancy and 
childbirth have been identified. The 
factors that exacerbate the risks are 
recognized. Yet, women continue to 


die in large numbers. 


Epidemiological studies have confirmed that the 
commonest causes of maternal suffering and 
death during pregnancy, childbirth and the postpartum 
period (Figure 3) are the following: 


@ Unsafe abortion contributes to 13% of deaths — due 
to a variety of severe complications (including sepsis, 
haemorrhage, uterine trauma and poisoning) 
depending on the conditions in which it is undertaken; 


@ Eclampsia contributes to 12% of deaths during 
pregnancy. It is most dangerous when severe. 


® Obstructed labour contributes to 8% of deaths. This 
also causes long-term complications for the mother 
(fistulae) and newborn (death or disability): 


® Postpartum haemorrhage contributes to 
25% of deaths — particularly when 
associated with anaemia as a result of 
poor nutrition or malaria; 


® Puerperal sepsis contributes to 15% of 
deaths — it is aggravated by lack of hygiene 
during delivery or pre-existing sexually 
transmitted infections including HIV; 


® Other direct obstetric causes contribute to 8% of 
deaths - these include ectopic and molar pregnancy, 
and embolisms. 


The dangers associated with the above conditions are 
exacerbated by malnutrition in women before and during 
pregnancy, and after delivery; malaria during pregnancy; 
and pre-existing illness such as tuberculosis, 
cardiovascular diseases, hepatitis, asthma or HIV. 
These indirect causes are associated with 20% of 
maternal deaths. 


Figure 3 
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Pregnant adolescent girls represent a significant 
subgroup of pregnant women. There is evidence _ that 
some complications and some conditions occur more 
commonly in adolescents (especially the younger age 
groups) than in adults. These include anaemia and 
premature labour and delivery. 


There is evidence of numerous barriers to the utilization 
of health care by adolescents. This implies that the 
special vulnerability of adolescents has to be taken into 
account in the organization, content and quality of care. 


Lack of access to essential health care services 
(especially for pregnant adolescents) for safe pregnancy 
and childbirth is the single most important factor that 
contributes to maternal deaths. This is exacerbated by 
poverty and illiteracy, inequalities in the human rights 
enjoyed by women and men, marriage at a young age 
and unwanted fertility. 


Violence against women (including rape) is also 
considered an underlying and predisposing factor for 
maternal ill-health. 


Deaths in newborns during the first week of life are 
largely the result of inadequate, or inappropriate, care 
during pregnancy, childbirth, or the first critical hours 
after birth. 


The major causes of neonatal mortality are: 


® neonatal infections (neonatal tetanus, sepsis, 
meningitis and pneumonia, congenital syphilis) - 
33% of deaths; 


@ birth asphyxia and trauma — (many surviving infants 
have disabilities) - 28% of deaths; 


® pre-term birth and/or low birth weight, also major 
contributors to morbidity and disabilities in survivors 
— 24% of deaths, and 


® congenital anomalies - 10% of deaths, and other 
Causes — 5% of deaths. 


Alcohol and tobacco consumption are other significant 
preventable causes of maternal and neonatal ill-health 
and mortality. 


Maternal smoking is associated with complications such 
as bleeding during pregnancy, premature and 
prolonged rupture of the membranes, and pre-term 
delivery. Also, maternal 
smoking retards foetal growth, 
Causing an average reduction 
in birth weight of 200g, and 
doubles the risk of having a 
low-birth-weight baby. Studies 
have shown a higher rate of 
foetal and infant deaths when 
the mother smokes. 


Alcohol consumption during 
pregnancy can lead to 
abortion, stillbirth, premature 
delivery, or congenital 
abnormalities (foetal alcohol 
syndrome). 


The interventions that could save 


millions of lives 


medical and surgical practice in induced 
abortion, where not against the country’s 


Specific health interventions can, if laws, also has a direct beneficial impact on 
made widely available, reduce the women’s health. 

incidence and severity of major @ Thousands of lives could be saved if women 
complications associated with are attended by a skilled attendant (not a 
pregnancy and childbirth. — traditional birth attendant) during childbirth, 


and are able to easily access specific 
obstetric skills at the local hospital when 
complications arise. 


Research results and practical experience have —_ However, traditional birth attendants have an important 
demonstrated that specific health actions can reduce —_ ole in providing culturally appropriate health education 
the incidence and severity of major complications —_ and emotional support to women during pregnancy and 
associated with pregnancy and childbirth. These childbirth and in offering a first link with the formal health 
include: care system. 


@ Expanding the access to good quality family planning Specific interventions which are effective in 
options is a very effective way to bring benefits to reducing the numbers of maternal deaths are 
women and sexually active adolescents, thereby summarized in Table 1. 
reducing the number of maternal deaths. Good 


Table 1: Maternal death - causes and main interventions 


Causes of maternal death Proven interventions 


Postpartum haemorrhage 


Treat anaemia in pregnancy. 
Skilled attendant at birth: prevent/ treat bleeding 
with correct drugs, replace fluid loss by IV drip/ 

transfusion if severe. 


Skilled attendant at birth: clean practices, 
antibiotics if infection arises. 


Unsafe abortion Skilled attendant: give antibiotics, empty uterus, 
replace fluids if needed, counsel and provide 


family planning. 


Eclampsia Detect in pregnancy; refer to doctor or hospital. 


Treat eclampsia with appropriate anticonvulsive 
magnesium sulphate; refer unconscious woman 
for supervised, urgent delivery. 


Detect in time, refer for operative delivery. 
Refer ectopic pregnancy for operation. 


Obstructed labour 


Other direct obstetric causes 


Interventions with proven impact on reducing newborn deaths and stillbirths are summarized in Tables 
oy 2b. If applied worldwide, these interventions could reduce the number of perinatal deaths by at least 
Oo. 
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Table 2a: Newborn deaths - causes and main interventions 


reening and treatment. Clean delivery, warmth, 
support for early and exclusive breast-feeding. 
Early recognition and management of infections. 


Birth asphyxia and trauma Skilled attendant at birth. Effective 
management of maternal obstetric 
complications. 


Pre-term birth and/or low birth weight Anti-malarials for women at risk. 
More attention to warmth, breast-feeding 
counselling and support, infection control and 
early detection and management of 
complications. 
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Table 2b: Stillbirths - causes and main interventions 


| Skilled attendant at birth. Effective management. 
| of obstetric complications. 


Other known causes (pregnancy Pregnancy care. Presumptive treatment for 
complications, maternal diseases, endemic diseases, effective management of 
malaria, malformations) pregnancy complications. 


Congenital syphilis Maternal syphilis screening and treatment of 
positives. 


Many of these interventions also help to reduce morbidity of the mother and her newborn. For instance, 
timely referral for obstructed labour will not only prevent maternal deaths and stillbirths but will also reduce 
the risk of vesico - or recto-vaginal fistulas. In addition, there are a number of interventions that impact 
largely, or exclusively, on morbidity of the mother and her newborn. These include nutritional interventions 
(for instance, iron and folate supplementation, breast-feeding counselling), measures to prevent foetal 
alcohol syndrome and other conditions in the newborn resulting from the abuse of drugs (cocaine, heroin) 
or tobacco, rubella vaccination of girls before first pregnancy, and reducing the physical workload during the 


latter part of pregnancy, etc. 


Health sector actions 


are crucial 


The health sector should ensure that 
good quality essential services related 
to pregnancy and childbirth are in place 
and functioning effectively and that every 
woman has unlimited access to them, 

throughout. A skilled attendant is crucial 
for the early detection and management 


of complications. 


The role of the health sector in reducing maternal and 
neonatal mortality and morbidity is to ensure the 
availability of good-quality essential services to all 
women during pregnancy and childbirth. With a 
minimum of good care most women will complete their 
pregnancies uneventfully; without it, women frequently 
suffer avoidable complications, which are sometimes 
life-threatening and often have long-lasting 
consequences. There is a growing understanding that, 
while certain pregnancy complications can be prevented, 
a large proportion that occur particularly around the 
time of birth can be neither prevented nor predicted. 
Thus, the presence of skilled attendants is crucial for 
the early detection and appropriate, 

management of such complications (Figure 4). 


timely 


Figure 4 


The relationship between skilled attendant at delivery 
and maternal mortality in individual countries 
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Maternal deaths and pregnancy-related ill- 
health can be prevented through one of 
three mechanisms: prevention of 
pregnancy; prevention of complications 
during pregnancy, and appropriate 
management of any complications that do 
occur. The essential services related to 
pregnancy and childbirth focus mainly on 
these three areas, and the healthcare sector 
should therefore ensure that the following 


services are in place and functioning effectively. 


® Client-centred family planning information and 


services, which offer women, men and 


adolescents, choices that meet their needs. 


@ Contraceptive counselling for women who have 
had an abortion, appropriate care for women who 
experience abortion complications and, where 
abortion is not prohibited by law, safe services for 
termination of pregnancy. 


@ Basic antenatal and postpartum care, focusing 
more on the detection and treatment of complications 
than on schedules of risk assessment which fail 
to identify many women who have complications. 


The pregnancy period offers an 
opportunity to detect and manage 
nutritional deficiencies and to treat 
endemic diseases such as malaria, 
helminth infestations, and sexually 
transmitted infections, as well as to 
offer prophylactic care such as 
tetanus toxoid immunizations, iron/ 
folate supplementation, and 
voluntary and confidential 


counselling and testing for HIV. It is 
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important to plan the place of birth 
and maximize the chances that a 
skilled attendant will be present. 
Every opportunity must be taken to 
educate women and their families 


about when and where to seek care. Postpartum 
care should include breast-feeding Support and 
counselling, the prevention or early detection of 
maternal or newborn complications, as well as 
contraceptive advice to permit adequate maternal 
recuperation before the next pregnancy. 


@ A skilled attendant, that is a person with 
midwifery skills, present at every birth. 
Midwifery skills include the capacity to initiate the 
management of complications and obstetric 
emergencies, including life-saving measures where 
needed. Sri Lanka has attained success in reducing 
maternal mortality using this strategy (Figure 5). 


@ Good-quality obstetric services at referral 
centres for complications. As 15% of all births 
are complicated by a potentially fatal condition, 
emergency services, including facilities for safe 
blood transfusion and caesarean section, must be 
available. 


@ For the above services to have an impact, 
measures must be taken to ensure that women 
can access them. This access is dependent both 
on transport and on a range of important social and 
cultural factors, including women’s ability to decide 
when and where to seek care. The extent to which 
women can access the care they need is influenced 
profoundly by a variety of factors. They include, 
among others, the cost of services provided for 
women during pregnancy, the 
opportunity cost of using these 
services, the attitudes of those 
who provide health care, the 
existence of community 
insurance schemes, and social 
and cultural constraints on 
women and pregnant 
adolescents using services. 
These factors will vary 
depending on the macro- 
economic context of each 


Maternal deaths per 100,000 livebirths 


Substantial numbers of lives could be saved if 
women could access health services rapidly 
whenever they need them, during the day or night. 


This implies easily available local means of 
affordable transport so that women can travel to 
the point of help. 


@ This implies easy access to means of summoning 
transport (using cell-phone, land-line or radio), 
and the ability to assess whether it will be safe to 
make the journey. 


® Strategies that identify mechanisms for increasing 
the access of poor women and adolescents to 
the services and how this can be measured 
should be developed as part of a country’s 
national strategic plan. 


@ In many cases women will be dependent on their 
family members and their neighbours — including 
the men — if they need help during pregnancy. 
This requires that men too are aware of the 
problems that women face during pregnancy and 
delivery. Pregnant women, their family and friends 
will be helped to make critical decisions if they 
have necessary information. 


@ Experience suggests that women are more likely 
to seek help if the care is of good quality. 


Figure 5 


Maternal Mortality in 
Sri Lanka, 1940-1985 
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Source: WHO HQ Geneva, Reduction of maternal mortality, a joint 


country. WHO/UNFPA/UNICEF/World Bank Statement ,1999 


WHO goal, strategies 


and expected outcome 


WHO will work hand in hand with other — 
partners and sectors to achieve 
increases in the proportion of women 
and babies who can access essential 


WHO's strategies for the Making Pregnancy 
Safer initiative will build upon existing efforts 


within countries to achieve the goal of 


maternal and infant mortality reductions. 


maternal and perinatal care in he : 


Region. 


WHO will work towards the goal of ensuring that the 
essential elements for good maternal and newborn 
health are available and accessible by the year 2005 
to at least 40% of pregnant women in countries with 
high maternal mortality. This will be within the conceptual 
framework of the Programme of Action of the 
International Conference on Population and 
Development and its five-year review (ICPD+5), the 
Beijing Fourth World Conference on Women, and the 
joint WHO/UNFPA/UNICEF/World Bank statement. 


Consistent with this global goal, WHO has identified 
the role it will play in strengthening the health sector 
response to reduce maternal and perinatal morbidity 
and mortality over a six-year period commencing 
January 2000. 


WHO's global goal for the Making Pregnancy Safer 
initiative is to work with other partners and sectors 
to achieve substantial increases in the proportion 
of women and babies who can access essential 
maternal and neonatal health care in 50 priority 
countries globally, including countries with high 
maternal mortality in the South-East Asia 
Region, by the year 2005. 


WHO will assist governments to increase their 


capacity to: 


establish (or update) national policy and standards 
for family planning, induced abortion (where not 
against the law), maternal and newborn care 
(including post-abortion care), and develop a 
combination of regulatory measures to support these 
policies and standards; 


develop systems for ensuring that these standards 
are properly implemented; 


improve the access to effective maternal and 
newborn care and fertility regulation services through 
promotion of increased investments in public sector 
and development of arrangements (such as 
contracting) to maximize the contribution of the 
private health sector to national goals; 


encourage home, family and community-level 
practices that promote maternal and newborn health 
and fertility regulation; 


improve systems for monitoring maternal and 
newborn health and care services, including fertility 
regulation services, and 


keep safe motherhood high on the national health 
and development agenda. 


The known evidence-based interventions for reducing 
maternal and neonatal ill-health will be introduced into 
functioning health systems. WHO therefore proposes 
to work, in the first instance, in those countries which 
have high maternal mortality ratios and are committed 
to health sector reform. 


WHO will work in phases to implement the Making 
Pregnancy Safer initiative and will carefully document 
lessons learnt so that experiences can be introduced 
into other countries in a phased and sustainable 
manner. Evidence-based interventions will be 
implemented through activities linked to each of the 
expected outcomes. 


Expected outcomes in SEAR: 
By 2005, selected SEAR countries will have: 


® improved cooperation and coordination at national 
levels, including mechanisms for monitoring and 
evaluation; 


® strengthened health systems through the 
development of coordinated policies, strategies and 
plans, improvement of human _ resource 
development and establishment of referral and 
Supervisory systems for maternal and perinatal 
morbidity and mortality reduction; 


@ improved quality and coverage of maternal and 
perinatal health care through evidence-based 
interventions, and 


®@ developed home/family and community-based 
messages and interventions to improve maternal 
and perinatal health practices. 


WHO Contributions 


WHO contributions to the Making 2. Advocacy 

Pregnancy Safer initiative in countries WHO will contribute by undertaking 
will be focused in the areas of building advocacy to enhance support for the 
partnerships, advocacy, strengthening Safe Motherhood movement at global, 


regional and country levels and among 
interested parties, to promote 
consistent, ethical and evidence-based 
evaluation. policies and advocacy positions: 


national capacity, standard-setting, 
tool development, and monitoring and 


1. Promoting partnerships @ WHO will call on governments, development 


WHO will contribute by promoting such partnerships agencies, civil society and others with an interest 


which will, in turn, encourage the formation of in development to work together with agreed 


global, regional and national alliances among purpose, policies and strategies and consistent 
United Nations agencies, bilateral and lending advocacy messages to achieve the goals of 
agencies, the public and private sectors, non- reduction of maternal and neonatal mortality. 


governmental organizations, collaborating 
centres and institutions in countries. Such 
alliances would lead to their enhanced 
cooperation and stronger involvement in the 
implementation of quality health services for 
women and their newborns. 


WHO will call on public and private interests within 
each country’s health sector so that they: 


@ Ensure a minimal range of acceptable and 
standard critical health interventions for all women 
(including means for regulating fertility and care at 
all stages of pregnancy) and for their newborns; 


® Enable access to these health interventions, 
without financial or other barriers, to all women 
and their newborns; 


® Ensure properly equipped and skilled attendants 
(with access to a referral health facility capable of 
managing complications when they arise) at all 
deliveries, and 


® Help pregnant women to reach the care they need 
rapidly when they are in danger. 
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@ WHO will call on participating countries to begin ® what can be done to reduce deaths and 


implementation of internationally-agreed human improve maternal and newborn health: 
rights instruments, including, where appropriate, stressing skilled attendants at childbirth and 
removal/narrowing of State’s reservation(s) and establishing a functioning and accessible back- 
implementation of the Convention on the up system; 


Elimination of All Forms of Discrimination Against 
Women (CEDAW) and of the Convention of the 
Rights of the Child. 


# access to quality health care for pregnant 
women, including for pregnant adolescents, 


and their newborns as a rights issue; 
@® WHO will call on national politicians and 


international agencies to speak out about 
maternal and neonatal ill-health, encouraging 
others to do likewise. This advocacy should cover: 


@ mobilization of communities to support 
transport and communication to improve the 
access to care for women and their newborns; 


@ the social benefits of taking action, and the 


@ the rights of women and girl children, gender costs of responding (and not responding), and 


equity and equality; 

@ the need to make reproductive health a priority 
concern and focus of intervention in emergency 
settings such as refugee camps. 


@ free and informed choice of timing and spacing 
of pregnancies, including for sexually active 


adolescents; 
Advocacy efforts will be supported by analyses of costs 


and a time-bound plan for seeking additional resources 


@ the shocking inequities between and within 
countries associated with maternal and 
newborn deaths; 


for maternal and newborn health. 


WHO will contribute by providing technical and 
policy support and increasing national capacity - 
supporting countries to train staff and to establish 
and implement policies and programmes 
favourable to maternal and newborn health 
incorporating evidence-based interventions which 
are backed by an effective combination of 
regulations. 


Within the Making Pregnancy Safer framework, 
WHO will: 


@ |dentify essential best practices in health service 
settings for the reduction of maternal and neonatal 
deaths and morbidity and share information between 
countries as a basis for planning. 


@ Promote consensus among national health 
professionals on the package of priority interventions* 
(see opposite page) that must be considered for all 
women and their newborns. 


® Work with governments, women’s and youth groups, 
private voluntary organizations (PVOs) and other 
bodies to ensure that the package is made 
available, through a range of effective and 
complementary channels — including: 


® Government services; 
@  PVO programmes, and 
@ — franchized public/private sector initiatives. 


® Assist with the formulation of appropriate human 
resource policies, including training of adequate 
numbers of skilled attendants, their deployment, 
remuneration and retention, and the provision of 
supportive monitoring and supervision. 


@ Assist with improving the performance of health care 


professionals through assessing their roles, and 
develop education, training and practice to 
strengthen their contribution at all levels of the 
system to make pregnancy safer. 


® Contribute to the strengthening of service delivery 
mechanisms and to examining the impact of different 
funding and purchasing arrangements on the delivery 
of reproductive health and associated services. 


@ Improve the coherence of policies and strategies 
within health sector reform by assessing their impact 
on the delivery of maternal and newborn services. 


® Remind health professionals of their obligation to 
treat all women, including pregnant adolescents, 
with respect in health facilities, and ensure that verbal 
or physical abuse is eliminated. 


Package of priority interventions 


The package of priority interventions would, no doubt 
be adapted to local needs; however, it is most likely 
to include the following interventions and services: 


® development of information and education material 
for men and women about fertility regulation and 
about maternal and neonatal health; 


® culturally appropriate, acceptable, accessible and 
affordable fertility regulation services, including 
services for termination of pregnancy where not 
against the law; 


® skilled attendants at each childbirth: 
® breast-feeding support and counselling services; 


® necessary medicines and consumables at an 
affordable price; 


® safe blood for emergencies; 


® adequate facilities for providing quality care during 


childbirth and other procedures; 


® strategies for the prevention of substance and 
drug abuse (tobacco, alcohol, etc.); 
® guidelines for the management of contributing 
diseases and practices (malaria, tuberculosis, 
cardiovascular diseases, hepatitis, HIV/AIDS, 
syphilis, micronutrient deficiencies, unhealthy 

| feeding, etc.); 


® provision of transport in emergencies; 
® procurement of equipment and supplies; 


® cessation of interventions known to be harmful 
or ineffective, and 


® access to the package of interventions for 
all women who are pregnant and/or 
delivering, wherever they are, including 
women in complex emergency situations and 
during the period of post-emergency health 
system reconstruction. 


WHO Contributions (continued) 


4. Standard-Setting and Tool 
Development 


WHO will contribute to establishing norms and 
standards and developing tools, technologies 
and interventions - finalizing and testing new 
standards, interventions and means (or “tools”) 
which can be implemented within the context of 
health systems. 


In this area of work WHO will: 


® develop evidence-based standards and 
interventions for the delivery of quality maternal and 
newborn care at different levels of the health system. 
These will include the “Integrated Management of 
Pregnancy and Childbirth” (IMPAC) and its extension 
into the “Integrated Management of Childhood 


IIIness” (IMCl) to fully include neonates. 


The tools will include monitoring and evaluation 
guides for practitioners with indicators, priority- 
setting and costing methods and will be adapted by 
countries as needed, in ways that take account of 
the current maternal health situation, as well as the 


in-country political, social, economic and 


institutional realities. 


5. Research and Development 


WHO will contribute to promoting, coordinating 
and disseminating research - comparing the 
performance of health systems and finalizing and 
testing new interventions which can be 


implemented within the context of health systems. 
Within this area of work WHO will: 


® promote research on optimum systems of organizing 
health care for improved maternal and perinatal 
health. 


® promote focused research to find new technologies 
and approaches that make pregnancy safer, with 
urgent efforts to develop (or refine) cost-effective 
interventions and better products that contribute to 
maternal and newborn health, and apply the 


outcome of this research. 


@ ensure further research on interventions of high 
priority for developing countries to combat major 
causes of maternal and newborn deaths and 


morbidity. 


® ensure further research on interventions that 
enhance better care-seeking behaviour and 
utilization of health services by pregnant women in 


general, and pregnant adolescents in particular. 


6. Monitoring and Evaluation 


Monitoring will focus on the implementation of 


Strategies and activities and will be designed to: 


® assess the extent to which activities are 
implemented by their intended dates, and at an 
acceptable level of quality; 


@ identify needs for additional activities or 
interventions, or for modifications in proposed 


activities or the timing of their implementation, and 


® identify and stimulate action on factors that 
constrain, or facilitate, implementation. 


WHO will encourage and support governments, 
international agencies and national organizations to 
undertake annual reviews of progress made to reduce 
maternal and perinatal morbidity and mortality. 


Evaluation will focus on outcomes and, when feasible, 
on their impact. It will be based on a list of standard 
indicators developed in consultation with governments 
and other partners. 


WHO will support governments and internal agencies 
to undertake rigorous independent assessments of the 
quality and coverage of health care provided for women. 
These will be: 


® based on standards for the minimum levels of health 
care that will benefit women before, during and after 
pregnancy and are supported by transparent systems 
for accreditation, and 


® conducted in ways that involve the participation of 
women, women’s groups, and youth and youth 
groups at the community level. 


The design of specific evaluation activities, and the 
collection of data, will take into account the need to 
build sustainable capacity for monitoring and evaluation 
at the country level. Priority will be given to developing 
a system for the routine collection and analysis of 
relevant information, including agreed indicators. 
Surveys may be used to collect additional relevant data. 
The ultimate aim will be to use indicators accepted by 
all partners to assess if participating countries have 
improved the maternal and newborn health status after 


a successful implementation of the six-year strategy. 


The following will determine the overall 
success of the 


Making Pregnancy Safer 


initiative: 


® Increase in the number of partners at 


the country level who participate in the 
implementation of the national strategic 
plan to reduce maternal and newborn 
deaths and morbidity; 


Increase in the overall level of financial 
support (from all sources) to the 
implementation of interventions at 
national level to reduce maternal and 
perinatal mortality and morbidity, and 


Increase in the number of countries that 
have improved the maternal and 


newborn health status. 
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